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Abstract
Background: Promotion of good nutrition is essential for reducing the risk of chronic disease and premature death. Evidence
shows menu labeling interventions should be implemented in workplaces as part of a comprehensive approach to improve
employees’ dietary habits; however, implementation challenges have arisen. This article describes a protocol for a multiple
case study to explore the factors that impact on implementation of a calorie menu labeling policy in Irish public hospitals.
Methods: Using a multiple case study design, comprising four Irish acute public hospitals, this study will draw on multiple
perspectives and sources of evidence (observations followed by interviews, focus groups, and documentary analysis) to allow for a
comprehensive depth and breadth of inquiry. Data collection and analysis will be guided by the Consolidated Framework for
Implementation Research, bringing together constructs from implementation theories to understand the complexity of imple-
menting policies. Hospitals will be categorized into high and low implementers of the policy based on quantitative data obtained
from structured observations. Using framework analysis, within- and cross-case analyses will be performed to identify factors
influencing policy implementation and to identify distinguishing patterns across high and low implementers and across hospital
direct and indirect stakeholders. Strategies will be employed to ensure rigorous case study research, for example, triangulation,
audit trail, reflexivity, and thick descriptions. An integrated knowledge translation approach, where researchers work with
stakeholders throughout the research process, will be adopted to facilitate the translation of research into policy and practice.
Discussion: This protocol highlights methodological insights in utilizing case study research to gain a greater understanding of the
menu labeling implementation process. Study findings will be relevant to policy makers and other stakeholders involved in the
rollout of such interventions and will provide a foundation to select and tailor implementation strategies to assist with scale-up of
calorie menu labeling across the health service.
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Background
Poor diet is a leading modifiable risk factor for obesity and
other chronic diseases (Adams, Grandpre, Katz, & Shenson,
2019; Khandelwal, Kurpad, & Narayan, 2018). Obesity gener-
ates substantial costs for the health service, employers, and
society as a whole (Tremmel, Gerdtham, Nilsson, & Saha,
2017). In the workplace setting, obesity is linked with increased
sick leave, absenteeism, injuries, and discrimination (Fitzger-
ald, Kirby, Murphy, & Geaney, 2016; Flint & Snook, 2015;
Koepp, Snedden, & Levine, 2015; Shrestha, Pedisic, Neil-
Sztramko, Kukkonen-Harjula, & Hermans, 2016). Trends in
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obesity prevalence show an increase in all employment indus-
tries including the health-care industry (Jackson, Wee, Hur-
tado, & Kawachi, 2016; Luckhaupt, Cohen, Li, & Calvert,
2014). Research shows a significant proportion of health-care
professionals are obese (Kyle, Neall, & Atherton, 2016; Kyle
et al., 2017; Studnek, Bentley, Mac Crawford, & Fernandez,
2010; Zapka, Lemon, Magner, & Hale, 2009), with a higher
prevalence of overweight and obesity among nurses and mid-
wifes than the general population (Bogossian et al., 2012).
Evidence suggests that health-care professionals’ lifestyle
behaviors influence the frequency and willingness with which
they engage in health promotion practice (Blake & Harrison,
2013; Dalton, 2014; Fie, Norman, & While, 2013; Lobelo & de
Quevedo, 2016) and thus may have important implications for
patient care (While, 2015).
As employees now spend longer periods of time in the work
environment (Artazcoz et al., 2016; Cygan-Rehm & Wunder,
2018; Johnson & Lipscomb, 2006) and frequently consume
meals acquired in the worksite cafeteria (Blanck et al., 2009;
Roos, Sarlio-Lähteenkorva, & Lallukka, 2004), it is imperative
that the health and well-being of employees is moved to the
forefront of organizational agendas. In light of this, the World
Health Organization (2004) has identified the workplace as a
priority setting for health promotion. In particular, the health-
care industry, being one of the largest employers in many
countries, provides an opportunity for workplace health promo-
tion to reach a larger portion of the population (Al-Khudairy,
Uthman, Walmsley, Johnson, & Oyebode, 2019). Furthermore,
with responsibilities to both employees and patients, the health-
care industry increasingly recognizes their leadership position
in serving as public health role models as well as health pro-
motion advocates (Rothstein, 2014).
Modifications to workplace environments have been recom-
mended to promote or encourage healthy behaviors (Allan,
Querstret, Banas, & de Bruin, 2017; Hollands et al., 2013). One
such strategy is calorie labeling in workplace cafeterias which
aims to assist employees in making both informed and healthier
food choices. Evidence from two recent systematic reviews
suggests labeling menus with nutrition information in the res-
taurant setting has positive effects on consumer dietary intake
(Crockett et al., 2018; Shangguan et al., 2019) and industry
practices (i.e., reformulation of menu items) (Shangguan
et al., 2019). Furthermore, a recent review of environmental
interventions to change dietary behaviors in the health-care
setting suggests labeling as part of a multiple component inter-
vention may help to improve employees’ dietary habits (Al-
Khudairy et al., 2019). Evidence also suggests the benefits of
workplace dietary interventions (including labeling) may
extend beyond the workplace environment to influence dietary
behaviors off-duty (Fitzgerald, Buckley, Perry, & Geaney,
2019; McCurley et al., 2019). Furthermore, research shows
high levels of support for labeling among consumers (Mah
et al., 2013; Reynolds et al., 2019; Roberto, Schwartz, & Brow-
nell, 2009; Vasiljevic et al., 2018).
While there is growing consensus that nutrition education
strategies such as calorie labeling should be implemented in
workplaces as part of a comprehensive approach to improve
employees’ dietary habits (Al-Khudairy et al., 2019; Crockett
et al., 2018; Vasiljevic et al., 2018), studies suggest challenges
to implementation have arisen (Vanderlee, Vine, Fenton, &
Hammond, 2016; Vasiljevic et al., 2018; Vyth, Van Der Meer,
Seidell, & Steenhuis, 2012). To date, much research has
focused on menu labeling implementation in the restaurant
setting (Kerins et al., 2018), with fewer studies in the work-
place (Vasiljevic et al., 2018; Vyth et al., 2012) and health-care
setting (Vanderlee et al., 2016). A recent study by Vasiljevic
and colleagues (2018) found worksite cafeterias varied in the
proportion of cafeteria products that were calorie labeled (50–
99%) and identified issues relating to accuracy of this informa-
tion. In the health-care setting, Vanderlee, Vine, Fenton, &
Hammond (2016) identified challenges to menu labeling
implementation including financial resources, digital menu
board maintenance, and availability of healthy food options
from suppliers. These findings, together with the importance
of providing nutrition information that is accurately calculated
and communicated (Huang, Pomeranz, & Cash, 2018), high-
light the need for greater understanding of the implementation
process.
In Ireland, the Health Service Executive (HSE) is responsi-
ble for delivering public health services and is the largest
employer in the state with over 2,500 workplaces. In 2015, the
HSE published their first implementation plan for “Healthy
Ireland in the Health Services” (HSE, 2015a), which prioritized
the implementation of the HSE Calorie Posting Policy through-
out all publicly funded health services for staff and visitors
(HSE, 2015b). The purpose of this policy is to promote aware-
ness and increase consumption of healthier food and drink
choices among HSE staff and the visiting public (HSE,
2015b). Since 2015, progress reports suggest inconsistent
implementation of the policy across hospitals in Ireland (HSE,
personal communication, October, 2018).
This article describes the rationale and methodology for a
multiple case study to explore the factors that impact on the
implementation of a calorie menu labeling policy in Irish pub-
lic hospitals. The study will explore the implementation pro-
cess through the lens of the Consolidated Framework for
Implementation Research (CFIR) (Damschroder et al., 2009),
which brings together constructs from an array of implemen-
tation theories to understand the complexity of implementing
policies and interventions. As implementation is intertwined
with the context in which it takes place, this meta-theoretical
framework can assist in understanding “what ‘works where and
why’ across multiple contexts” (Damschroder et al., 2009; Nil-
sen, 2015). Unlike previous studies, this study will compare
the factors influencing implementation across hospitals with
high and low levels of implementation fidelity. By adopting a
case study design, this allows the researchers to comprehen-
sively study a complex issue within its context (Anthony &
Jack, 2009). Findings from this study will provide a founda-
tion to select and tailor implementation strategies to assist
with scale-up of calorie posting across the health service
(Powell et al., 2019).
2 International Journal of Qualitative Methods
Study Aims and Objectives
The aim of this study is to explore the factors that impact on the
implementation of a calorie menu labeling policy in Irish pub-
lic hospitals.
The key objectives for this study are as follows:
 To assess levels of implementation fidelity to the calorie
menu labeling policy in Irish public hospitals.
 To describe the barriers and facilitators to implementa-
tion of a calorie menu labeling policy in Irish public
hospitals.
 To explore the perceptions and experiences of stake-
holders in implementing a calorie menu labeling policy
in Irish public hospitals.
 To compare the factors influencing implementation of a
calorie menu labeling policy across hospitals with high
and low levels of implementation fidelity.
 To compare the factors influencing implementation of a
calorie menu labeling policy from the perspective of
hospital direct and indirect stakeholders.
Method
Study Design
Case study, as a research design, allows for a holistic under-
standing of a phenomenon, in its natural real-life context and
from the perspective of those involved (Anthony & Jack, 2009;
Merriam, 1998; Stake, 1995; Yin, 2014). This study will
employ a mixed methods explanatory multiple case study
design, in which cases comprise four Irish acute public hospi-
tals. A multiple case study allows for a more in-depth under-
standing of the phenomenon, through comparison of
similarities and differences within and between cases (Heale
& Twycross, 2018). This study will adopt an instrumental,
embedded approach. The instrumental cases (i.e., four Irish
acute public hospitals) will provide a general understanding
of the phenomenon, thus generating a number of findings that
are potentially transferable to other hospitals (Crowe et al.,
2011). A minimum of four cases is recommended by Stake
(2013), while Creswell (1998) suggests no more than four cases
to allow individual cases to be adequately explored. In the
embedded approach, subunits of analysis will reside within the
main unit of analysis (Yin, 2014). There is debate in the liter-
ature about defining the unit of analysis. This study, in align-
ment with Grünbaum (2007), defines the unit of analysis as the
reason for selecting a particular case(s) for study; it is the
phenomenon or phenomena of interest within the case(s). As
such, the main unit of analysis in this case study will be the
implementation of the calorie menu labeling policy, and
the subunits will focus on levels of implementation fidelity to
the policy, the barriers and facilitators to implementation of the
policy, and the perceptions and experiences of those imple-
menting the policy. Similar to Merriam’s work on case study
research, this study will adopt a pragmatic constructivist
approach to case study methodology (Merriam, 1998). In this
way, the study will draw on the work of both Yin (2014) and
Stake (2013), resulting in a combined perspective which best
serves the research purpose. Study findings will be reported
using the Good Reporting of A Mixed Methods Study checklist
(O’Cathain, Murphy, & Nicholl, 2008) and the Standards
for Reporting Implementation Studies checklist (Pinnock
et al., 2017).
Phenomenon of Interest
The phenomenon of interest in this study includes the imple-
mentation of the HSE Calorie Posting Policy in hospital staff
canteens. The HSE Calorie Posting Policy was introduced in
September 2015, with the aim of promoting awareness of heal-
thier food and drink choices among HSE staff and the public
using and visiting HSE health-care facilities, by highlighting
the calorie content of food and drinks provided in HSE facili-
ties (HSE, 2015b). The policy specifies the following four
conditions must be adhered to in implementing calorie posting
(HSE, 2015b):
 Calorie posting is in place for all food and drink items on
sale.
 Calorie information is displayed clearly at the “point of
choice” for the consumer.
 Calorie information is displayed per standard portion or
per meal.
 Information on how many calories an average person
needs in a day is prominently displayed to help consu-
mers better understand calorie information.
Table 1 provides more detail of the policy using the
Template for Intervention Description and Replication
in Population Health and Policy interventions checklist
(Campbell et al., 2018).
Guiding Conceptual Framework
The proposed study will be guided by the CFIR (Damschroder
et al., 2009). CFIR is described as a “determinant framework”
meaning that it assists with understanding and/or explaining the
factors that influence implementation outcomes (Nilsen, 2015).
The framework incorporates constructs from 19 theories on
dissemination, innovation, organizational change, implementa-
tion, knowledge translation, and research uptake (Damschroder
et al., 2009). This meta-theoretical framework comprises 39
constructs organized into five major domains, all of which
interact to influence implementation outcomes (Damschroder
et al., 2009). The five CFIR domains are the intervention, the
individuals, the inner setting, the outer setting, and the imple-
mentation process (Damschroder et al., 2009).
According to Damschroder et al. (2009), the CFIR should not
be applied wholesale to every problem but rather applied to the
context of the study. Therefore, the selection of CFIR constructs
to guide data collection will be informed by findings of a recent
systematic review conducted by the authors, which synthesized
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the evidence on barriers and facilitators to implementation of
menu labeling interventions from the food service industry per-
spective (under review; Kerins et al., 2018). The CFIR will also
be used to guide analysis of data to develop a richer understand-
ing of the factors that impact on implementation of a calorie
menu labeling policy in Irish public hospitals.
Status of Study
The study commenced in February 2019, with the pilot hospital
and three of the four study hospitals recruited. Data collection
for the study is currently underway, with an anticipated com-
pletion date by end of 2019.
Hospital Selection and Recruitment
The sampling frame consisted of 35 HSE-funded acute public
hospitals in the Republic of Ireland after the exclusion criteria
were applied. Hospitals with external catering services in staff
canteens were excluded (n ¼ 2), as they were considered not
representative of the overall sample who utilized internal cater-
ing services. Hospitals that reported no experience of calorie
posting in staff canteens, as indicated by progress reports pro-
vided by individual hospitals, were excluded (n¼ 6). Specialist
hospitals (maternity and pediatric hospitals) were also
excluded (n ¼ 7).
To achieve a diverse sample of four hospitals for study
inclusion, a two-phase sampling approach was used (Yin,
2014). The first stage involved identifying hospitals with
diverse levels of implementation of the calorie menu labeling
policy as indicated by the most recent progress reports (October
2018) provided by individual hospitals. Progress reports are
compiled by the Healthy Ireland Hospital Group Programme
Leads in the HSE and provide basic information on whether
calorie menu labeling has been implemented on the breakfast
menu only or across the full menu in hospital staff canteens. No
Table 1. Intervention Description Using the Template for Intervention Description and Replication in Population Health and Policy
Interventions Guidelines for Intervention Reporting (Campbell et al., 2018).
Goal and rationale The purpose of the Health Service Executive (HSE) Calorie Posting Policy is to promote awareness of healthier
food and drink choices among HSE staff and the public using and visiting HSE health-care facilities by highlighting
the calorie content of food and drinks provided in HSE facilities.
The policy objectives are to:
 create a supportive environment, including health education for patients/service users and staff to adopt
healthy eating habits;
 encourage increased uptake of healthy food and beverage options at HSE premises;
 ensure that the organization reflects best practice in relation to healthy weight management;
 support other initiatives in relation to the broader healthy eating and active living program;
 serve as an exemplar of good practice and encourage other organizations to follow suit.
Materials and training A “Calorie Posting Toolkit” has been designed to assist hospitals when implementing the policy (HSE, 2018) and
consists of the following:
 A guideline document entitled “Guidance for Calorie Posting Implementation.”
 A presentation for catering staff on calorie posting.
 A checklist for calorie posting implementation.
 Presentations from a calorie posting study day.
 A literature review on the impact of calorie posting in the workplace including the hospital setting.
Procedures and mode of
delivery
The policy applies to all food and beverage outlets on HSE premises, that is, staff canteens, staff and visitor
restaurants, coffee shops, mobile shop trolleys, and vending machines. The current study will focus on
implementation in one setting, that is, hospital staff canteens. The calorie information must be clearly displayed at
the “point of choice” (i.e., anywhere food and drink offerings are described and the prices are displayed). The
following conditions must be adhered to in implementing calorie posting in all HSE facilities:
 Calorie posting is in place for all food and drink items on sale.
 Calorie information is displayed clearly at the “point of choice” for the consumer.
 Calorie information is displayed per standard portion or per meal.
 Information on how many calories an average person needs in a day is prominently displayed to help
consumers better understand calorie information.
The policy does not apply to dishes produced and served less than once a month. Furthermore, the policy does not
apply to inpatient menus.
Monitoring implementation of the policy includes reporting on progress and a national audit to assess impact of
calorie posting.
The HSE Calorie Posting Policy is mandated until it is superseded by national legislation.
Intervention providers Stakeholders with roles and responsibilities for policy implementation include: Senior Management (Director
General of HSE, National Directors, Chief Officers of Community Healthcare Organizations, and Chief
Executive Officers of Hospital Groups), Facilities and Catering Management, Frontline Catering Staff, Dietitians,
Health Promotion and Improvement Staff, HSE Procurement/Office of Government Procurement, and External
Contractors.
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information on adherence to specific policy conditions was
provided in these reports. Based on the information provided,
hospitals were broadly categorized into low implementers (i.e.,
breakfast menu only) and high implementers (i.e., full menu) of
the calorie menu labeling policy. The second stage involved
developing a sampling matrix to achieve maximum variation
across hospitals with high and low levels of implementation,
based on the following criteria: hospital group (hospitals are
organized into seven individual hospital groups, each with its
own management structure and linked to a major academic
partner), hospital model (hospitals are categorized into one of
four models which determines the complexity of care delivered
in each hospital), hospital size (< and >1,500 whole time equiv-
alent staff), and hospital type (nonvoluntary hospitals—owned
and funded by the HSE, and voluntary hospitals—funded but
not owned by the HSE).
The four purposively selected hospitals will be invited to par-
ticipate by way of e-mail to the hospital group gatekeepers (i.e.,
the chief executive officer and chief operating officer of the hos-
pital group), which will include a study information leaflet. After
the hospital group gatekeeper agrees to enroll in the study (via
verbal consent), the general manager of the hospital will be
invited to participate by e-mail, which will include a study infor-
mation leaflet. The e-mail will be followed up with a phone call
2 weeks later. Verbal consent to conduct the study will be sought.
Participant Selection and Recruitment
A combination of snowball and purposive sampling techniques
will be used to recruit representatives from different stake-
holder groups at each participating hospital. Study participants
will include those with roles and responsibilities for implemen-
tation of the HSE Policy on Calorie Posting (HSE, 2015b):
hospital senior management, facilities and catering manage-
ment, frontline catering staff, dietitians, and health promotion
and improvement staff. Study participants may also include
other stakeholders (not specifically outlined in the HSE Calorie
Posting Policy) who participated in policy implementation.
Stakeholders will be invited to participate by e-mail, which
will include a study information leaflet. The e-mail will be sent
to each stakeholder and followed up with a phone call (no
earlier than 5 working days after e-mail sent). Written informed
consent will be sought from participants at each hospital site.
Data Collection
The study will draw on multiple perspectives and sources of
evidence to allow for a comprehensive depth and breadth of
inquiry (Merriam, 1998; Stake, 2013; Yin, 2014). Data collec-
tion methods were piloted in a nonstudy hospital prior to study
commencement.
Structured Observations
The outcome of interest for this study is implementation fide-
lity, as indicated by adherence to conditions outlined in the
HSE Calorie Posting Policy in hospital staff canteens (HSE,
2015b). According to Carroll et al. (2007), adherence is the
bottom-line measurement of implementation fidelity. To mea-
sure implementation fidelity, structured observations using an
observer-rated implementation checklist will be used. The
checklist, developed by the researchers and refined through
initial testing at a pilot hospital, will assess adherence to the
four specific conditions outlined in the HSE Calorie Posting
Policy (HSE, 2015b). The four conditions apply to each menu
separately (to breakfast, lunch, evening menus). Structured
observations will be conducted by one researcher over a
12-hr period in staff canteens to assess implementation of
the conditions for each menu. For each individual menu, adher-
ence to each of the four policy conditions will be rated on a
scale between 0 and 2 (0 ¼ no, 1 ¼ partially, 2 ¼ yes), thus
generating a total adherence score per menu ranging from 0 (no
condition implemented) to 8 (all four conditions fully imple-
mented). Written informed consent will be sought from cater-
ing management prior to conducting the structured observation.
To explore the factors influencing implementation of the HSE
Calorie Posting Policy, multiple sources of data will be used, as
outlined below.
Unstructured Observations
Non-participant unstructured observations will be conducted in
the kitchen and meal service area of staff canteens at each case
(hospital) site. This will involve observing participants (i.e.,
catering staff and management), without actively participating,
with the aim of understanding the phenomenon (i.e., imple-
mentation of the HSE Calorie Posting Policy) in its natural
setting (Mays & Pope, 1995; Urquhart, 2015). Observations
will be overt, in that catering staff and management will be
aware, having agreed to being observed. The length of obser-
vation will depend on the number of menus being served in the
staff canteen (e.g., breakfast, lunch) and the time frame for
meal preparation and service; however, the maximum observa-
tion time will be 12 hrs. The focus at each meal will be on food
preparation in the kitchen and meal service in the canteen area,
when tasks relating to calorie posting are taking place. The
researcher will document field notes during the observation
and write up in full within 24 hrs after each site visit.
Written informed consent will be sought from all catering
staff and management prior to conducting the unstructured
observation. Catering staff and management who do not con-
sent to participate in the study will not be included in any
observation notes taken by the researcher. As observations will
be conducted in a public space, staff and members of the public
will be informed of the study via a study information poster
displayed at the entrance to the observational area (i.e., hospital
canteen). The A3-size poster will be displayed 1 week prior to
the observation to allow canteen visitors time to consider if
they wish to enter the canteen area on the day of observation.
A number of strategies will be used to reduce the risk of
the Hawthorne effect (i.e., where study participants alter
their behavior in response to their awareness of planned
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observations). Research shows that by revealing your identity
(i.e., overt observations), giving study participants the rationale
for the observation (i.e., to help increase understanding of the
process involved in implementing calorie posting and the fac-
tors that may influence implementation), establishing a good
rapport, and providing assurances of confidentiality, study par-
ticipants may feel relaxed and unthreatened (Casey, 2006;
Oswald, Sherratt, & Smith, 2014).
Semistructured Interviews and Focus Groups
A combination of snowball and purposive sampling techniques
will be used to recruit representatives from different stake-
holder groups at each hospital site to take part in semistructured
face-to-face interviews, except for frontline catering staff who
will be invited to participate in focus groups. The rationale for
inviting frontline catering staff to participate in focus groups is
based on this stakeholder group sharing certain experiences or
backgrounds. In determining sample size sufficiency, the prin-
ciple of data adequacy will be applied (Vasileiou, Barnett,
Thorpe, & Young, 2018). As such, adequate amounts of evi-
dence from different sources will be sought to address the aim
and scope of this study (Fusch & Ness, 2015; Vasileiou et al.,
2018).
The interview and focus group topic guides will contain a
set of open-ended questions based on the CFIR and also find-
ings from the observations (refer to Supplementary Files 1 and
2). The interview guide will be modified to suit the category of
participant. The purpose of the guide will be to ensure all
questions are covered; however, open narration on participants’
implementation experiences will be encouraged and probed for
more details when appropriate. This approach will encourage
participants to share information they deem important, mini-
mize recall bias, and allow us to more deeply understand their
context and implementation process. All interviews and focus
group discussions will be audio-recorded and transcribed ver-
batim. Written informed consent will be obtained from all
study participants prior to conducting semistructured inter-
views and focus groups.
Document Analysis
In conjunction with other data collection methods, gathering
information from documents will be used to develop a better
understanding of the phenomenon of interest (Hancock &
Algozzine, 2016). Documents may be hard copy or electronic
and may include canteen policies, food purchase lists, menu
cards, recipes, and nutritional information. The researcher will
seek permission to access these documents via the catering
manager at each hospital site.
Data Analysis
Quantitative data collected via structured observations will be
analyzed. Descriptive statistics will be calculated for each hos-
pital including scores per condition for each menu and total
score for each menu. An average score across the menus for
each hospital will be calculated and hospitals will be compared.
Finally, hospitals will be categorized into high and low levels
of implementation fidelity by applying cutoff points. Hospitals
with an average score over 4 will be categorized as high imple-
menters, while hospitals with an average score less than or
equal to 4 will be categorized as low implementers. Similar
to previous research, these cutoff points were determined based
on minimally accepted practices derived from discussion and
consensus within the research group (Swindle et al., 2019).
Using NVivo 11 software, a separate database for each hos-
pital (case) will be used for qualitative data management and
analysis. Within- and cross-case analyses will be performed to
identify factors influencing implementation of the HSE Calorie
Posting Policy. This will involve framework analysis (Gale,
Heath, Cameron, Rashid, & Redwood, 2013), using a com-
bined deductive and inductive approach, with the CFIR as the
a priori framework. Data from one hospital (case) will be inde-
pendently coded by two members of the research team to check
for coding consistency. Disagreements will be discussed and
resolved through consensus. Triangulation of data sources (by
direct and indirect stakeholders) and types will be used in each
case. Case summaries from each hospital (case) will be
imported into a case-ordered matrix in which cases are listed
by level of implementation. The factors influencing implemen-
tation across the four hospitals will be reviewed to identify
distinguishing patterns across high and low implementers and
across hospital direct (e.g., catering management and staff) and
indirect (e.g., hospital senior management, dietitians, health
promotion and improvement staff) stakeholders.
Rigor in Case Study Research
A number of strategies will be adopted to ensure rigorous case
study research is conducted (Houghton, Casey, Shaw, & Mur-
phy, 2013; Hyett, Kenny, & Dickson-Swift, 2014; Tracy,
2010). First, reflexivity and maintaining a clear audit trail will
be undertaken throughout the research process (during the
design, data collection, and analysis) to enhance the study’s
dependability and confirmability (Houghton et al., 2013;
Tracy, 2010). Decisions made will be captured in comprehen-
sive notes maintained by the lead researcher. Furthermore,
NVivo software will provide a record of decisions during the
analysis phase, capturing the original raw data to final themes,
including illustrative quotes (Houghton et al., 2013). Second,
multiple sources of evidence from a wide range of stakeholders
will be collected and undergo triangulation to enhance the
study’s credibility (Houghton, Casey, & Smyth, 2017; Tracy,
2010). In line with best practice, each step of the framework
analysis will be overseen by experienced qualitative research-
ers (Gale et al., 2013). Furthermore, a multidisciplinary health
research team from health promotion, nursing, psychology,
health services research, and public health disciplines will pro-
vide different perspectives throughout the research process,
thus helping to enhance the credibility and relevance of the
research findings (Tracy, 2010). Lastly, thick descriptions
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which include accounts of the context, the research methods,
and examples of raw data (e.g., direct quotes from study parti-
cipants, excerpts from the observation field notes) will be pro-
vided in the final report to enhance the transferability of the
study (Houghton et al., 2013; Tracy, 2010).
Ethical Approval and Consent
Ethical approval has been obtained from the National Univer-
sity of Ireland Galway Research Ethics Committee (ref: 18-
Oct-05), Galway University Hospitals Research Ethics
Committee (ref: C.A. 2083), HSE Mid-Western Regional Hos-
pital Research Ethics Committee (ref: 006/19), and HSE North
East Area Research Ethics Committee (ref: REC/19/015). The
research team is currently awaiting the outcome of a submis-
sion for ethical approval to Tallaght University Hospital/St.
James’ Hospital Joint Research Ethics Committee.
Ethical challenges that are specific to qualitative research
(e.g., conducting unstructured observations in a public space)
have been addressed in the ethics applications (Houghton,
Casey, Shaw, & Murphy, 2010). Written informed consent will
be sought from all study participants prior to data collection.
The study information sheet will confirm that all data collected
will be confidential and that data will be aggregated so that
individuals will not be identifiable. Furthermore, the study
information sheet will confirm that participation in the study
is voluntary and that study participants may withdraw their
consent at any time without giving a reason.
Stakeholder Engagement
The research project has been developed in collaboration with
an advisory group established by the Healthy Eating Active
Living Policy Priority Programme, as part of Health & Well-
being, Strategic Planning and Transformation of the HSE. The
advisory group consists of key stakeholders with national or
local roles and responsibilities for developing/implementing
the HSE Calorie Posting Policy. The advisory group advised
on the initial conception of the study, the selection and recruit-
ment of hospitals, determining the data that will be collected
and providing input into study materials (e.g., interview guides,
observation checklist). The advisory group will also assist with
the dissemination of study findings and facilitate the translation
of research into policy and practice.
Discussion
This study protocol describes the approach and methods that
will be adopted to understand the factors that impact on the
implementation of a calorie menu labeling policy in Irish pub-
lic hospitals. It describes a systematic and iterative approach to
conducting case study research in which the fundamental goal
is to develop a holistic understanding of the phenomenon of
interest within its real-life context (Merriam, 1998; Stake,
1995; Yin, 2014). The research seeks to generate both
naturalistic generalizability (Stake, 1978, 1995), where
“generalizability is reached on the basis of recognition of simi-
larities and differences to the results with which the reader is
familiar” (Smith, 2018, p. 4), and transferability (Tracy, 2010).
Findings from this research will provide insight on the factors
that hinder or enable implementation of calorie posting in the
health service, therefore, advising policy makers and other sta-
keholders involved in the rollout of such interventions and
informing their future development and implementation. Any
deviations from this protocol will be justified and discussed
upon publication of the study findings.
Study limitations include the use of self-reported retrospec-
tive data to assess factors influencing implementation.
Response bias may be present as individual’s attribute failures
to external (environment or other people) rather than internal
(ability, effort) factors (Miller & Ross, 1975; Zuckerman,
1979). Furthermore, recall bias may arise due to retrospective
accounts of menu labeling implementation. In an effort to help
minimize the effects of recall and response bias, multiple per-
spectives from different stakeholders and different sources of
data will be used to investigate the retrospective process of
implementation (Atkins et al., 2017).
We anticipate that the findings from this study will be rel-
evant to a wide array of stakeholders including policy makers
within the health service and government, health professionals,
the catering industry, and researchers. The integrated knowl-
edge translation approach adopted in this study, where
researchers work with stakeholders in the planning and execu-
tion of the study, is important for facilitating the translation of
research into policy and practice (Gagliardi, Berta, Kothari,
Boyko, & Urquhart, 2015; Kothari, McCutcheon, & Graham,
2017). Evidence shows that researchers and knowledge users
coproducing research are more likely to create effective health
services and strengthen the health-care system than researchers
who work in isolation (Canadian Institutes of Health Research,
2013). We will engage with influential stakeholders who have
authority to implement research recommendations, thereby
facilitating knowledge translation (Boaz, Hanney, Borst,
O’Shea, & Kok, 2018). The findings from this study will also
be disseminated through publication in a peer-reviewed open-
access journal, written reports and articles, policy briefs, pre-
sentations at conferences, seminars and workshops, and via
social media. Study participants will also receive a
“newsletter” giving an overview of the results upon completion
of the study.
Conclusion
Given the growing consensus that menu labeling should form
part of a comprehensive set of strategies to improve employ-
ees’ dietary habits (Al-Khudairy et al., 2019; Crockett et al.,
2018; Vasiljevic et al., 2018), greater understanding of the
practical issues relating to implementation is required. This
protocol describes a study that seeks to explore the factors
impacting on implementation of a calorie menu labeling policy
in Irish public hospitals, using case study methodology and an
existing conceptual implementation framework (i.e., the
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CFIR). Findings from this research will provide direction for
improved implementation of calorie posting across all HSE
facilities and provide guidance for future development and
implementation of nutrition policies within health services.
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